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Correction of Extruded Upper First Molars and Bimaxillary Protrusion by
Temporary Anchorage Device
Abstract
Early loss of the lower first molar may cause extrusion of the upper first molar and mesial tipping of the
lower second molar. It could be locked by the mesial contour of the upper second molar, causing the
door-wedge effect which impedes the intrusion of the upper first molar. Skeletal Class II malocclusion,
canting, and the need for anterior retraction on the upper arch was adding space requirement and
anchorage problem to the case. Treatment by using absolute anchorage would be the most efficient way
to treat this case. This case report aims to show how to manage molar extrusion, bimaxillary protrusion,
and occlusal plane canting using temporary anchorage devices (TADs). A 30-year-old PortugueseAmbonese female complained about her protruded front teeth. The patient had mild skeletal Class II
malocclusion, bimaxillary protrusion, occlusal plane canting, skeletal asymmetry, extruded upper first
molars, missing lower first molars and upper left second premolar, crowding on the upper arch, and
multiple diastemas on the lower arch. The patient had deviation when opening the mouth. The treatment
was initiated by very light intrusion forces by using a power chain that crosses the occlusal side from
buccal TAD to palatal TAD. Leveling the upper and lower arch was done simultaneously without including
the upper first molar. The upper right first premolar was then extracted to balance the missing upper left
second premolar and the anterior retraction was done using TAD as anchorage. The active orthodontic
period was 23 months. The intrusion of 2.5 mm and 3.5 mm of left and right upper first molar was
achieved. The facial profile and occlusal plane canting were corrected. The patient was satisfied with the
result.
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CASE REPORT

Correction of Extruded Upper First Molars and
Bimaxillary Protrusion by Temporary
Anchorage Device
Ignatia Wulandari, Retno Widayati*
Department of Orthodontic, Faculty of Dentistry, University of Indonesia, Indonesia

ABSTRACT
Early loss of the lower ﬁrst molar may cause extrusion of the upper ﬁrst molar and mesial tipping of the lower second
molar. It could be locked by the mesial contour of the upper second molar, causing the door-wedge effect which impedes
the intrusion of the upper ﬁrst molar. Skeletal Class II malocclusion, canting, and the need for anterior retraction on the
upper arch was adding space requirement and anchorage problem to the case. Treatment by using absolute anchorage
would be the most efﬁcient way to treat this case. This case report aims to show how to manage molar extrusion,
bimaxillary protrusion, and occlusal plane canting using temporary anchorage devices (TADs). A 30-year-old Portuguese-Ambonese female complained about her protruded front teeth. The patient had mild skeletal Class II malocclusion, bimaxillary protrusion, occlusal plane canting, skeletal asymmetry, extruded upper ﬁrst molars, missing lower
ﬁrst molars and upper left second premolar, crowding on the upper arch, and multiple diastemas on the lower arch. The
patient had deviation when opening the mouth. The treatment was initiated by very light intrusion forces by using a
power chain that crosses the occlusal side from buccal TAD to palatal TAD. Leveling the upper and lower arch was done
simultaneously without including the upper ﬁrst molar. The upper right ﬁrst premolar was then extracted to balance the
missing upper left second premolar and the anterior retraction was done using TAD as anchorage. The active orthodontic
period was 23 months. The intrusion of 2.5 mm and 3.5 mm of left and right upper ﬁrst molar was achieved. The facial
proﬁle and occlusal plane canting were corrected. The patient was satisﬁed with the result. Taiwanese Journal of Orthodontics 2022;34(3):145e155
Keywords: Molar intrusion; Anterior retraction; Temporary anchorage device (TAD); Class II malocclusion; Occlusal
plane canting

INTRODUCTION

W

orld Health Organization stated malocclusion as the third most common oral
health problem after dental caries and periodontal disease. Class II malocclusion (19.56%) is
the second most common malocclusion after
Class I malocclusion (74.7%).1
Loss of lower ﬁrst molars is quite common because
they are permanent teeth that ﬁrst erupt when they
are children. Given the fact of poor maintenance of
oral hygiene in children, it might lead to loss of the
lower ﬁrst molar. Long-term loss of the lower ﬁrst

molars might lead to impaired occlusion due to
extrusion of the upper ﬁrst molars and tipping of the
lower second molars. The distal side from extruded
upper ﬁrst molar is being wedged by the upper
second molar which erupts around 6 years later. This
causes the lower second molars unable to intrude
the extruded upper ﬁrst molars due to the doorwedge effect. The door wedge effect also prevents
mesialization of the lower second molars from
moving to ﬁll the space of the lower ﬁrst molars,
tends to cause some changes in angulation of lower
second molars, and exacerbates malocclusion.2
Management of skeletal Class II malocclusion in
combination with extrusion of the upper ﬁrst molars
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and mild crowding of the maxillary teeth increased
the difﬁculty of treatment, especially in terms of
anchorage. Anchoring in this case requires absolute
anchorage which can be achieved by a temporary
anchorage device (TAD).3 Mandibular lateral
displacement (MLD) and tipping lower second
molar also added the difﬁculty of this case. This case
report will discuss the consideration of TAD use in
upper molar intrusion, anterior retraction, and
occlusal plane canting correction, as well as considerations in choosing the appropriate uprighting
mechanism for the tipping lower molars.
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Functional examination showed no abnormalities
in the temporomandibular joint, swallowing processing, and pronunciation patterns. There was a
functional shift of the mandible slightly to the left
due to vertical interference from extruded molar
teeth while closing the mouth. This functional shift
caused MLD to her left side. The patient's mandible
slightly deviated when opening the mouth. The
patient has a habit of clenching and one-sided
mastication at her left side.
The panoramic analysis presented asymmetric
mandibular condyle and ramus, missing lower ﬁrst
molars, vertical bone loss at the mesial of upper ﬁrst
molars and lower second molars, and radiopaque
bone lesion caused by a large carious lesion on the
area of extracted lower right ﬁrst molar (Figure 3A).
The lateral cephalometric analysis presented a
Class II skeletal malocclusion with the bimaxillary
protrusion and retruded chin position relative to the
lower alveolar process (Figure 3B and Table 1).
Posteroanterior cephalogram presented asymmetry of the lower third of the face, both in the transverse and vertical directions. In the transverse
direction, the skeletal asymmetry occurred with the
mandibular right body length being 10 mm larger
than the left and the menton shifted to the left by
6 mm. In addition to the dental parameters, the
midpoint of the upper incisors shifted to the left by
4 mm and the midpoint of the lower incisors shifted
to the left by 3 mm. In the vertical direction, asymmetry only occurred in the dental, the upper right
ﬁrst molar was 3 mm more extruded than the upper
left molar. A 3 occlusal plane canting was noted
(Figure 3C).

CASE REPORT
Clinical and radiographic examination
A 30-year-old female of Portuguese-Ambonese
descent came to the orthodontic clinic complaining
of her protruded front teeth. The extraoral examination revealed that the patient had protruded
upper and lower jaws, causing a convex facial proﬁle with tangent line 9 (Figure 1). The patient's
upper lip was protruded with 82 nasolabial angle.
The patient had a mild asymmetrical face, but a
balanced dolichofacial facial type. Her chin was tilted to the left.
Intraoral examination showed the patient had
moderate oral hygiene, good gingival health, no
pathological tooth mobility, deep palate depth and
large tongue size. The molar relationship could not
be determined due to missing lower ﬁrst molars.
The patient has Class II canine relationship on the
right side, Class III incisor relationships based on
British Standard Institute with 1 mm overjet, 1 mm
overbite, normal curve of Spee, extruded upper
right and left ﬁrst molars. The midline of the upper
teeth shifted to her left side by 4 mm, and the
midline of the lower teeth shifted to her left side by
3 mm (Figure 2).4

Diagnosis
 Skeletal Class II jaw relation with bimaxillary
prognathism
 Hyperdivergent facial pattern

Figure 1. Extraoral photographs before treatment.
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Figure 2. Intraoral photographs before treatment.

 Skeletal and dental asymmetry:
 Transverse:
 The length of the right body mandible
was 10 mm larger than the left
 The menton shifted to the left by 6 mm
because of MLD
 The upper dental midline shifted to the
left by 4 mm
 The lower dental midline shifted to the
left by 3 mm
 Vertical: the upper right ﬁrst molar was
3 mm more extruded than the upper left
molar and the occlusal plane canting was 3
 Class II canine relationship on the right side
 Class III incisor relationship
 Bimaxillary protrusion, with overjet 1 mm and
overbite 1 mm







Extruded upper ﬁrst molars
Crowding on the upper dental arch
Multiple diastemas on the lower dental arch
Missing 25, 36, 46 due to large carious lesion
Mandibular functional shift to the left

Treatment objectives
The treatment objectives were identiﬁed to: (1)
intrude upper ﬁrst molars, (2) improve facial and lip
proﬁle, (3) correct upper and lower dental midline,
(4) retract upper and lower anterior teeth, (5) correct
occlusal plane canting, (6) establish normal overjet,
overbite and Class I canine relationship, (7) relieve
upper dental arch crowding, (8) close the dental
space on the lower arch.

Figure 3. Pre-treatment radiographs. A. the panoramic radiograph; B. the lateral cephalogram; C. the posteroanterior cephalogram.
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Table 1. Cephalometric analysis comparison of pre- and post-treatment
results.
Mean
Anteroposterior Skeletal Analysis
SNA
81 ± 3
SNB
78 ± 3
ANB
3 ± 2
Angle of Co
0 þ 10
Pg-NB
4±2 mm
Vertical Skeletal Analysis
SN-MP
32 ± 3
MMPA
27 ± 4
LAFH
55 ± 2%
Dental Analysis
Interincisal angle
130 ± 10
UI-SN
104 ± 6
UI-MxP
109 ± 6
UI-NA
4 ± 2 mm
LI-MP
90 ± 4
LI-NB
4 ± 2 mm
Facial Analysis
Upper E-line
1 ± 2 mm
Lower E-line
0 ± 2 mm

Initial

Final

Change

89
83
6
13
1 mm

88.5
83
5.5
12
0 mm

0.5
0
0.5
-1
þ1 mm

33
29.5
57.2%

31.5
29
56.9%

1.5
0.5
0.3%

102
114
122
8.5 mm
107
13 mm

135
100
108
2 mm
90
6 mm

þ33
14
14
6.5 mm
17
-7 mm

2.5 mm
3 mm

2 mm
2 mm

0.5 mm
-1mm
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after the installation of TADs, light intrusion force
was applied using a power chain that cross the
occlusal side from buccal TAD to palatal TAD. It
takes about 5 months to intrude upper right and left
ﬁrst molars (Figure 4).
After upper ﬁrst molars were intruded, releveling
was carried out by including the upper ﬁrst molar to
other teeth that already leveled. Extraction of the
upper right ﬁrst premolar was performed after the
space on the left posterior teeth was closed.
Extraction space of the upper right ﬁrst premolar
was used to correct midline shifting and anterior
retraction to balance the space of the missing the
upper left second premolar. Maximum anterior
retraction and intrusion on the upper right arch was
expected, so that direct anchorage was provided
from the upper right TAD for anchorage reinforcement (Figure 5).
In the lower arch, the leveling aligning process is
much longer than in the upper arch. The lower left
second molars mesialized using a power chain on a
0.018  0.025 SS wire with 1/4 00 3.5 oz Class II
elastics. Finishing on the upper and lower jaw had
been done using wire of 0.018  0.025 SS to correct
the alignment of roots of several teeth with the z
bend, while the triangular elastics were used to
correct the bite in the right region.

Treatment plan and progress
The treatment plan before orthodontic treatment
was a referral to the periodontist for dental scaling
and periodontal treatment. Orthodontic treatment
was initiated with the MBT 0.02200 slot brackets. The
initial stage of treatment was aligned and leveled
with 0.014” NiTi wire and bypassed the upper ﬁrst
molars. Subsequently, TADs were placed on the
mesiobuccal, distobuccal, and mesiopalatal of the
alveolar bone of the upper right ﬁrst molar, as well
as on the mesiobuccal and distopalatal of the alveolar bone of the upper left ﬁrst molar. One week

Treatment result
After 23 months of treatment, teeth were well arranged, the position of the upper ﬁrst molars were
corrected, and incisors and canines’ relationship
was in Class I with normal overjet and overbite.
Right and left Class II molar relationships were

Figure 4. Progress record of the patient.
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Figure 5. Treatment progress.

and vertical skeletal parameter values. Molar intrusion caused light counterclockwise autorotation of
the mandible which beneﬁts the patient in correcting
the facial proﬁle. Changes in the vertical plane from
a near hyperdivergent vertical skeletal pattern to a
normal vertical skeletal pattern. There were signiﬁcant changes in the values of the dental and soft
tissue parameters, such as an increase in interincisal
angle from 102 to 135 , reduction in the protrusive
inclination of the upper and lower incisors UI-MxP
from 122 to 108 , and the LI-MP from 107 to 90 ,
and improvement in the position of the upper lip
from 2.5 mm to 2 mm and the position of the lower
lip from 3 mm to 2 mm (Table 1).
In the treatment of this patient, camouﬂage orthodontic treatment was chosen, because the skeletal Class II relationship and the asymmetry of
skeletal and dental were mild to moderate, the face
was not deformed and the patient refused surgery.
Posteroanterior cephalometric analysis after orthodontic treatment in Table 2 showed no changes in
the transverse skeletal aspect of the middle and
lower third of the naso-maxilla and mandible, and
no changes in the vertical skeletal aspect of the
middle, and lower third of the naso-maxilla and
mandible. However, there was a change in the
skeletal position of the mandible due to functional
shift improvement which can be seen in the changes
in the bilateral antegonial width difference (Ag to
midsagittal plane). There was a change in the
transverse dental aspect of the lower third of the
mandible, the interdental position of the upper and
lower incisors, and the position of the menton to
midsagittal plane (from 6 mm to 3 mm). There was a
change in the dental vertical aspect of the lower
third of the naso-maxillary face in the molar height

achieved. The upper dental midline coincides with
the facial midline, occlusal canting was corrected
from an angle of 3 to 1 , and the facial and lip
proﬁle was improved (Figures 6 and 7).

DISCUSSION
The patient complained mainly of her protruded
front teeth. The patient has a mild to moderate
skeletal Class II malocclusion and did not want to
have surgery. Patients with skeletal Class II malocclusion have several treatment options; growth
modiﬁcation with orthopedic orthodontic treatment,
orthodontic camouﬂage, and surgical orthodontics.
For adults with skeletal Class II malocclusion,
orthognathic surgery and orthodontic camouﬂage
treatment can be possible options. Class II camouﬂage treatment aims to retract the incisors in mild to
moderate skeletal Class II cases in an adult. In severe skeletal Class II cases, camouﬂage orthodontic
treatment can still be performed but the facial esthetics may or may not be attractive.5
The patient had experienced the loss of the left
and right lower ﬁrst molars since childhood, and the
upper left second premolar was also missing. The
initial stage of treatment of leveling bypassed the
extruded upper ﬁrst molars. The advantage of
choosing this treatment is that the both dental
movement (leveling and intrusion) can be carried
out simultaneously. The intrusion of the upper ﬁrst
molars does not affect the leveling process of the
adjacent teeth by possible vertical changes. Inclusion of the upper ﬁrst molars was carried out at the
ﬁnal stage of leveling (5 months after treatment).
Lateral cephalometric analysis after orthodontic
treatment showed the changes in the anteroposterior
149

I. WULANDARI, R. WIDAYATI
USING TAD FOR MOLAR INTRUSION AND BIMAXILLARY RETRACTION

Taiwanese Journal of Orthodontics
2022;34(3):145e155

Figure 6. Pre- and Post-treatment photographs and radiographs. A. the extraoral photos; B. the intraoral photos.
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Figure 7. Post-treatment radiographs. A. the panoramic radiograph; B. the lateral cephalogram; C. the posteroanterior cephalogram.

from 3 mm to 0.5 mm and the occlusal plane cant
from 3 to 1 (Table 2).
The functional shift could cause MLD, which is
characterized by deviation of the chin, facial asymmetry, dental midline discrepancy, posterior crossbite on one side, and in the severe case could cause
temporomandibular joint displacement. Multiple

factors that can cause MLD are bad postural habits
such as one-side mastication, posterior discrepancy
resulting in a difference in eruption between both
sides, and the difference in restorative material
height between both sides leading to occlusal interferences or external trauma history.6 In this case,
the patient has one-side mastication habit on the left

Table 2. Posteroanterior cephalometric analysis comparison of the pre- and post-treatment results.
Initial

Transverse Analysis (mm)
Middle Third
Lateroorbitale width
Zygomaticum width
Lower Third
Naso-Maxilla
Lateronasale width
Jugulare width
Molar width
Mandible
Condylion width
Antegonial width (Ag-midsagittal plane)
Corpus length (AgeMe)
Me
U1
L1
Vertical Analysis (mm)
Middle Third
Lateroorbitale length
Zygomaticum length
Lower Third
Naso-Maxilla
Lateronasale height
Jugulare height
Molar height
Occlusal plane canting
Mandible
Condylion height
Antegonial height
Ramus length

Final

Right

Left

Diff

Right

Left

DIff

48
66.5

47
64.5

1
1

48
66.5

47
64.5

1
1

16.5
33.5
32

16.5
34
32.5

0
0.5
0.5

16.5
33.5
32

16.5
34
32.5

0
0.5
0.5

61
59
47
47.5
55.5
45.5
6 mm to the left
4 mm to the left
3 mm to the left

2
0.5
10

61
59
50
44.5
55.5
45.5
3 mm to the left
1 mm to the left
1 mm to the left

2
5.5
10

76

75
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0.5
0.5

0.5
0.5

0
0.5
3
3

0
0.5
0.5
1

2
2
1

0
0
1

76

75

I. WULANDARI, R. WIDAYATI
USING TAD FOR MOLAR INTRUSION AND BIMAXILLARY RETRACTION

Taiwanese Journal of Orthodontics
2022;34(3):145e155

intrusion on the upper right ﬁrst molar than on the
upper left ﬁrst molar. The occlusal plane correction
will rotate the mandible position and correct the
MLD. Some corrections have been made and there
is an improvement in the deviation of the chin, facial
asymmetry and dental midline discrepancy as seen
in Figure 9C.
Intrusion can be seen in lateral cephalogram by
calculating the vertical difference in bilateral tooth
images relative to palatal plane (Figure 8B). In
posteroanterior cephalometric analysis, the difference in tooth height before and after was also
measured (Figure 9). In this case, there was an
intrusion of 2.5 mm on the left side and 3.5 mm on
the right side based on measurements made on
lateral cephalometric analysis and posteroanterior
cephalometric analysis. The impact of molar

side because of pain from a large carious lesion on
the right posterior teeth in the childhood. This habit
results in canting of the occlusal plane which is the
left side more intruded than the right side and MLD.
The feature of MLD in this patient is characterized
by mandibular rotation; intrusion movement of the
left condyle, extrusion movement of the right
condyle, deviation of the chin to the left, facial
asymmetry and dental midline discrepancy
(Figure 9). Intrusive movement of the left condyle
could cause compression of the temporomandibular
disc on the left side and extrusive movement of the
right condyle that could cause contraction of the
temporomandibular ligament on the right side.7
The treatment for MLD in this patient is eliminating the one-side mastication habit, and correcting the occlusal plane canting by performing more

Figure 8. Cephalometric superimposition of the pre-treatment and post-treatment results. The blue line is before treatment on the right side, the red
line is after treatment on the right side, the green line is before treatment on the left side, and the yellow line is after treatment on the left side. A.
structural superimposition of Bj€ork and Skieller; B. regional superimposition for the maxilla with upper right molar; C. regional superimposition for
the maxilla with upper left molar; D. regional superimposition for the mandible.
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Figure 9. Posteroanterior cephalometric analysis superimposition of the pre-treatment and post-treatment results. The blue line is before treatment, the red
line is after treatment. The green line is an analysis before treatment, the yellow line is an analysis after treatment. A. posteroanterior superimposition;
B. posteroanterior superimposition with measurement; C. schematic treatment plan for MLD in posteroanterior superimposition with line analysis.

cortical bone of the upper right molar, and distobuccal and mesiopalatal cortical bone of the upper
left ﬁrst molar. Site selection is based on research by
Sugii et al.8 and Pacinni et al.9 Sugii et al. stated that
the intrusion force applied to the buccal and palatal
sides was more homogeneous in the distribution of
the compression force than only on one side.8 Pacinni
et al. stated that there was no difference between

intrusion resulted in a decrease in the vertical height
of the face, this can be observed through the reduced
angle of SN-MP, MMPA, Go-Angle, and LAFH.
The upper molar intrusion was performed using a
power chain attached to the TAD as anchorage. The
TAD is 6 mm long and 1.2 mm in diameter. TAD was
installed on the mesial and distal interdental cortical
bone of the upper right ﬁrst molar, mesial palatal
153
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intrusion with 2 miniscrews or with 3 miniscrews, but
Paccini suggested the use of 3 miniscrews in cases that
require intrusion to maintain the stability of the
intrusion force in its role as an anchor.9 The required
intrusion force on the right side is greater than the left
side, therefore 3 miniscrews are used to make the
intrusion force more stable.
Placement TAD crossing from the buccal and
palatal will give the effect of pure intrusion. The
resultant force passing through the center of rotation will induce a purely intrusive motion of the
molar along the tooth axis. This is the goal of the
expected treatment in this case. If the TAD is placed
only on the distal side of the buccal and palatal
parts, there will be a tipping movement towards the
TAD, so the force that occurs is not a pure intrusion.
For the timing of force application on TADs, in
this case, followed the study of Creekmore and
Eklund who suggested the force application to the
miniscrew should be 10 days after insertion.10
Studies by Huja et al.11 and Park et al.12 suggested
slightly different timing of force application. Huja
et al. recommended applying force to the miniscrew
after the healing period, which is about 7 days after
insertion.11 Park et al. stated that the applied force
can be applied after soft tissue healing.12 TAD activation is carried out with a light force according to
the research by Huja et al.11 and Melsen & Costa.13
Huja et al. suggested the application of a light force
because the application of a direct high initial force
can cause the TAD to become loose and microfractures can occur in thin cortical bone.11 Melsen
and Costa suggested that the amount of light force
application should be around 25e50 g of force.13
Prior to the application of force, proximal grinding
was performed on teeth 16 and 26. Kravitz et al.
suggested the use of separation between the upper
ﬁrst and second molars either by distalization,
placement of an elastic separator, or interproximal
stripping prior to intrusion to prevent obstruction of
intrusion from these teeth.2 The intrusion force was
applied for 5 months, and buccal tubes were placed
on the upper ﬁrst molars when the intrusion was
nearly sufﬁcient. Releveling was carried out by
starting on the 0.014 NiTi archwire and continuing
leveling until the 0.019  0.025 NiTi on the upper
and lower arches were achieved.
The distalization of the right canine and anterior
retraction was performed using a power chain from
teeth 16 to 13 on the working wire of 0.018  0.025
SS in 2 months after the intrusion. Anterior retraction in the upper right region used TAD as a direct
anchorage, in the upper left region uses molar as an
anchorage. The difference in anchorage is to balance
the anterior canting, without the use of additional
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anterior TAD. The use of diagonal traction through
a crimpable hook to upper right TAD had a diagonal
vector to provide retraction with slight intrusion
force on the right side to correct the occlusal plane
canting. Horizontal traction through a crimpable
hook to tooth 26 on the left side is expected to
provide a moderate retraction force.
The choice of working wire 0.018  0.025 SS is
expected to control the incisor inclination in cases of
bimaxillary protrusion. The mesialization of the
lower left posterior teeth by 5 mm was successfully
carried out in 11 months. At the end of the treatment,
good interdigitation and occlusion were achieved.
Finishing was done with a z bend to correct the
position of the roots. Triangular elastics were used to
improve the interdigitation in the right region.
After the orthodontic treatment was completed, the
patient was instructed to use an Essix vacuum-formed
retainers on the upper and lower dental arches. The
improvements that were not achieved in this orthodontic treatment were the mesial tipping of the lower
right second molar and 1 mm residual space between
the lower right second premolar and molar. The space
closure might be interfered by the radiopaque bone
mass in the former extraction site of lower right ﬁrst
molar occurred long time ago. Observation of the
mass was evaluated in every 6 months. Finally, the
closure of the gap was done by using composite ﬁlling
proximal to the mesial side of tooth 47.

CONCLUSION
Extruded maxillary molars and bimaxillary protrusion in skeletal Class II malocclusion can be
corrected properly using the TADs. The success of
this treatment is supported by the proper diagnosis
and treatment plan to produce good treatment
outcomes. After 23 months of treatment, good occlusion was obtained with normal overjet and
overbite, improved occlusal canting and achieved
Class I canine relationship. The interdigitation was
good with canine guidance in lateral movements
and anterior guidance in protrusive movements.
The facial proﬁle was improved to be straighter with
a nasolabial angle of 95 from the original of 82 . The
lip posture changed from incompetent to relax. The
patient was satisﬁed with the results of the
treatment.
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